Background
he World Health Organization defines the individuals over the age of sixty as elderly (World Health Organization 2013) . Improving life conditions and health care facilities, and increasing life time and expectancy have led to an aging phenomenon in communities. This event raises the need for attention to strategies for improving their health, hygiene, social, welfare, rehabilitation, and quality of life (Victor, Burholt & Martin 2012) . Health has four dimensions: physical, psychological, social, and spiritual amongst which spiritual health is the most recently recognized health dimension (Rahimi et al. 2013 ).
Spiritual health means having a state or a positive feeling in relationships with others and encompassing transcendental dimensions that give the person a sense of identity, integrity, satisfaction, beauty, love, respect, positive attitude, inner peace and harmony, purpose, and direction In life (Velasco-Gonzalez & Rioux 2013) . It has two distinct dimensions including religious and existential health, wherein religious health relates to one's understanding of spiritual well-being and his relationship with God and superior power and existential health refers to how a person adjusts himself to the community and surrounding environment, which includes the purpose of life, positive and negative experiences, and life satisfaction (Bai & Dixon 2014) . Promoting spiritual health may not cure an illness, but it can help a person to feel better, prevent some health problems, and affect treatment process (Bai & Lazenby 2015) .
Some studies have indicated that lack of spiritual health causes bad performance of biological, psychological, and social dimensions and inability to achieve the maximum capacity (Hosseini, Torkani & Tavakol 2013) . One of the psychological dimensions that play an important role in human mental and physical health is self-efficacy based beliefs. Self-efficacy is a belief that one has the ability to organize and carry out the necessary behaviors to achieve his or her goals (French et al. 2014) . This belief may highly affect the person's motivation to perform activities and endure in dealing with problems. Self-efficacy also means believing in their abilities to overcome unique challenges, which leads to increased individual adaptation and appropriate responses to stressful situations (Adegbola 2011) . Self-efficacy varies according to age, which increases throughout the childhood and early adulthood, reaches its highest in the middle age and decreases after 60 years old (Bekhet & Zauszniewski 2012) .
Several studies have shown the role of physical and mental health in promoting self-efficacy of individuals, but so far, there has not been a study to investigate the relationship between spiritual well-being and self-efficacy in the elderly population (Griffin 2012) . In 2009, a study was conducted to understand the relationships between spirituality, health self-efficacy and health locus of control in the elderly of the Japanese population. The results of this study showed, there is a positive relationship between health self-efficacy and spirituality in relation to the purpose of life, faith, respect to others (P < 0.001) (Takeda et al. 2009 ).
In 2014, a study was conducted to investigate the relationship between academic self-efficacy and psychological well-being, family cohesion, and spiritual health among the students of Kharazmi University in Tehran Province, Tehran. This study revealed a positive and significant correlation between academic self-efficacy and spiritual well-being (P < 0.001) (Asghari et al. 2014 ).
Several studies have anticipated that Iran will be facing the challenges of the aging population in the near future. It is estimated that the cost of care for elderly people with multiple physical and cognitive problems will rapidly increase in the next few decades. Therefore, it is important to understand the relationship between spiritual health and the components of physical and mental health (Lavretsky 2010) . Among all the professional careers meant for elderly care, nursing can be considered as the most responsible one in the community. This is because during the hospitalization, between all other health care professionals, nurses spend most of their time with the elderly clients, and thus they are in a position to further assist them. Because of this understanding between the nursing staff and elderly, the spiritual health of the later plays a key role in further strengthening their relationship (Torki et al. 2011 ).
In order to evaluate the main research question, i.e. "Is there a relationship between spiritual well-being and general self-efficacy in elderly?", we measured the level of spiritual health in the elderly over 60 years old and their general self-efficacy, and then studied the relationship between these two variables. Finally, associations of these variables with demographic characteristics were measured.
Materials & Methods

Design and sample
This is a descriptive correlational study conducted in 2015. Samples were chosen by multi-stage sampling. In T the first stage, Tehran was classified into five regions; center, north, south, east, and west. Then one region from each of these five parts was selected by cluster sampling. Following this, by referring to the parks which were randomly selected from these areas, the sampling was done in the available method based on the inclusion criteria such as age more than 60 years old, having no disorder in communicating and receiving a score higher than six in the AMTS questionnaire. The sample size was initially estimated to be around 1000 participants. However, after the interview, 822 qualified volunteers who visited the parks of Tehran were included in the study. The cause of dropping sample size was the withdrawal of some elderly people from continuing to answer questions, marginalizing and not cooperating in answering some questions. This can be considered as one of the limitations of this study.
Data collection
Abbreviated Mental Test (AMT) was used to ensure there is no cognitive impairment among the samples. In 2014 the validity and reliability of this scale, with 10 questions was evaluated in elderly residents of Kahrizak Charity Foundation's facility in Iran (Cronbach's alpha coefficient = 0.76). The maximum score in this test was 10 and the score of 6 and below meant the existence of a cognitive disorder (Bakhtiyari et al. 2014) . Demographic characteristics questionnaire contained information such as age, gender, marital status, educational level, ability to perform ADL, employment status.
The Spiritual Well-Being Scale questionnaire (SWBS) was designed by Palautzine and Ellison in 1983, which consisted of 20 items in two components of spiritual (10 items) and existential (10 items) health. This questionnaire had six options for Likert scoring scale ranging from totally disagree to completely agree (1-6). Among these questions, the questions 1, 2, 5, 6, 9, 12, 13, 16 were scored negatively. The range of obtained scores varied from 10 to 120 and the higher score was considered as higher spiritual health. The low (40-20), medium (111-99), and high (120-100) spiritual health were also considered. The Cronbach's alpha coefficient in this study was evaluated at a rate of 83%.
Schwartz & Grosselm's General Self-Efficacy questionnaire (GSE-10) had 10 quadrants with a range of 1 to 4, with a minimum and maximum score of 10 and 40. The scores between 10 to 15, 15 to 25, and higher than 25 indicated the low, medium, and high level of self-efficacy, respectively. The Cronbach's alpha coefficient of this questionnaire was evaluated in this study, which was 93%.
After taking permission from the University Research Ethics Committee at the Iran University of Medical Science and receiving ethical code, the researcher referred to the parks or gardens in the selected areas of Tehran in the morning and afternoon and received informed consent from the research participants. The scales were completed by interviewing method for about 20 minutes. This process lasted for about one year. In the end, data were analyzed by using Analysis of variance (ANOVA), Pearson correlation coefficient and linear regression by SPSS v. 20 (IBM, New York, United States).
Results
Demographic characteristics of samples are summarized in (Table 1 ). The majority of the elderlies were between 75 and 79 years old, and 61.3% of them were male. More than half of them (59.6%) were married and had 0 to 3 children (50.6%). The Spiritual health score was 73.72 ± 8.01 and average score of religious health and existential health was almost at the same level. The frequency distribution of spiritual health of the units showed that 66.2% of them had a high level of spiritual health and 33.8% had a moderate one (Table 3) . ANOVA showed that spiritual health had a significant relationship with some demographic characteristics such as the area of residence, age, level of education, ability to perform ADL3, marital status, and status of residence, income (P < 0.001) and was highly related with marital status and ability to perform ADL ( Table 2 ).
The self-efficacy score of the elderly was 24.71 ± 5.68 (Table 4) . Among all demographics, self-efficacy is related to the area of residence, age, gender, education, marital status, ability to perform ADL and income status (P < 0.001) and most related with ability to perform ADL, area of residence, and income status (Table 2) . Results suggested that there was a significant correlation between general self-efficacy and religious, existential and spiritual health. The determination coefficients were calculated as 0.13, 0.12, and 0.19 respectively.
Discussion
The study results indicated that the most elders had high (66.2%) and moderate (33.8%) spiritual health scores. It should be noted that none of the units had low spiritual health and average spiritual health score was close to the median tool score. The research type and tools were similar to the ones employed by Jadidi et al. in his study, which investigated the relationship between spiritual health and the quality of life of elderly residents of the Kahrizak sanatorium in Tehran and showed that more than half of participants had high spiritual health (52%). This is justified by the cultural and religious conditions of the Iranian people, who resort to religion in order to adapt to the crisis.
The results also showed that most of the units had a high level of self-efficacy (48.3%) and moderate (45.7%), and only 6% had a low level of general self-efficacy. The mean of self-efficacy score among the studied units was 24.71 ± 5.68, which was close to the middle of the tool's score of 25. A study on general self-efficacy of elderly people in the senior home was carried out by Torki et al in Tehran in 2011.
The results of this study showed that the mean of selfefficacy was 21.44 ± 3.83, which was lower than the present study. However, another descriptive cross-sectional study with the aim of measuring self-efficacy and its associated factors was conducted among 87 elderly residents of a nursing home in 2014 (Naseh, Shaikhy & Rafiei 2016) . The data were collected using GSE-10. The mean score of the general self-efficacy was 22.95 ± 8.02, indicating that most of the participants (69%) had a low level of self-efficacy, which contradicted with the result of this study. This finding is feasible due to the deprivations in the nursing home.
General self-efficacy had a significant correlation with religious, existential, and spiritual health. This result is the same to Zareipour et al as recorded for unsanitary populations (Zareipour et al. 2016) . Another study was carried out by Gonzales and Riox to identify factors affecting the spiritual health of the elderly people (Velasco-Gonzalez & Rioux 2013). They concluded from their study that the relationship between selfefficacy as a part of the mental health of individuals is related to the spiritual health of elderly ones, which was similar to the results of this study. Konopack and McAuley (2012) conducted a study with the purpose of understanding Efficacy-mediated effects of spirituality and physical activity on quality of life. The result of the data analysis revealed that people with higher spirituality would have more self-efficacy and selfesteem, which indicated a link between spiritual health and self-efficacy. Also, their results of data analysis also showed that people with higher spirituality had more self-efficacy and self-care (P < 0.01) (Konopack & McAuley 2012) . Table 4 was used to achieve the third objective of "Determining the relationship between spiritual well-being and general self-efficacy in the elderly". In this regard, it can be concluded that the general self-efficacy is related to religious health, existential, and spiritual wellbeing statistically and the coefficients are determined to be 0.13, 0.20, and 0.19, respectively. Another study in 2015 confirmed a significant relationship between physical, psychological and spiritual health with self-efficacy (Marzabadi 2015) .
The results showed that general self-efficacy was related to the religious, existential, and spiritual health. Since old age is a major health challenge in the near future and shows the high prevalence of chronic and severe diseases and specific physical, mental, and social characteristics, so promoting spiritual health in elderly people can lead to self-efficacy. elderly participants in this study and whoever helped us in conducting this study.
